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chitis and pleurisy. But we often meet with in-
fections due perhaps to the same organisms,
which we cannot classify under these headings.
In the writer's opinion the class of cases to which
this paper has reference constitutes a sufficiently
definite type to deserve a pigeon-hole of its own.
Mliesman: Amer. Jour, of Medical Sciences, 1913, cxlvi, 313.
THE FIELD FOR LOCAL ANESTHESIA
AND OF SPINAL ANESTHESIA IN
GENITO-URINARY SURGERY.
By Arthur Hallam Crosbie, M.D., Boston.
During my present service at the Boston Dis-
pensary the importance of local anesthesia has
been brought to my attention with such force
that I feel that it is worth while to speak of some
of its uses. Probably many others here are using
it as much, but there may be many like myself
who have hitherto neglected its use to the fullest
extent in out-patient clinics.
The matter was especially brought to my no-
tice by Dr. Rosenkrantz of Los Angeles who hadjust returned from three years' study and prac-
tice in Germany and Servia. He was shown
several cases of epididymotomy that we had
done for acute epididymitis. These cases had
been done under ether either at the patients'
homes or at a hospital. I was deploring the fact
that we had many such cases that should be op-
erated upon, but they could not go to a hospital
nor could they have it done at home. He sug-
gested doing the operation in the clinic under
local anesthesia, although he had not seen it
done. I felt that it was too much of an opera-
tion for an out-patient clinic. Very soon, how-
ever, I operated upon two cases of acute epididy-
mitis, using a 2%' solution of novocaine, to which
had been added a small amount of adrenaline.
The results were so good that now Dr. Augustus
Riley and I do even the most acute cases
Flu. 1.—Infiltrating the cord.
Fio. 2.—The needle Inserted into the Inguinal canal.
Pío. 8.—Injecting the region about the glnlm» major.
Fig. 4.—The line for cirruminjecting the cord and theline of incision.
under it. We use from 20 to 30 cc. of a
.5%' to
2% solution of novocaine to which are added
from 3 to 6 drops of adrenal solution 1-1000.
We use usually 1%' novocaine as it seems to givejust as good anesthesia as 2%, especially when
used with adrenal solution.
The method we use is much the same as
Braun, in his recent book on local anesthesia, ad-
vocates for any operation on the testes. The best
syringe is a 10 c.c. glass syringe with a two-inch
needle. The first step is to infiltrate the cord.
This is done by grasping the cord, at the point
where it emerges from the external ring, between
the thumb and forefinger of the left hand.
From 5 to 10 c.c. of solution is injected in all
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directions into the cord in order to be sure to
block all the nerves in the cord. It is well also to
inject a little into the inguinal canal itself. This
is done to got complete blocking. The needle is
then pushed downward along the cord to the
region of the globus major and a little more solu-
tion injected. The scrotum is then circum-
injected, on the side to be operated on, all the
way to the perineum. This injection is made
where the scrotal skin merges with the skin of
the thigh. Even though the operation be uni-
lateral, Braun recommends anesthetizing the
scrotal skin all the way around, the same as one
would for a double operation. We have not
found this necessary as we get complete anes-
thesia by injecting the one side. Finally, a little
novocaine is injected into the skin along the
line of incision. In order to get perfect anes-
thesia it is well to wait ten or fifteen minutes.
With the anesthesia thus obtained any operation
may be done on the scrotum or testicle without
pain. We have found that patients having an
•epididymotomy done under this form of anes-
thesia are able to walk out after the operation in
comparative comfort. Such patients report back
to the clinic for dressings.
The above method is suitable for epididy-
motomies, resecting spermatoceles and hydroceles.
It would work well for varicoceles, but we do not
use it in the out-patient clinic because of the
•danger of local bleeding. A patient after a
varicoccle operation should remain in bed for a
few days.
Fio. 5.—The line for injection in circumcision.
A modification of this form of anesthesia works
 excellently for circumcision. The method is
much the same, a ring is infiltrated about the
hase of the penis close to the pubes. A little
 novocain is injected into the corpora cavernosa
as well. This gives complete anesthesia of the
whole penis, so that any operation, such as cir-
cumcision, cutting strictures of the anterior
urethra, operations for phimosis and para-phimosis or even amputation of the penis can
be done without pain. I find this method of
especial advantage in doing circumcision, because
in the old way of infiltrating the prepuce I was
seldom able to get complete anesthesia and the
infiltration rendered the parts worked upon very
ledematous, which was a great disadvantage.
For anesthetizing the urethra for cystoscopic
work or cutting anterior strictures we have
been using a 4% solution of alypin with verygood results. We use as much as necessary to
get complete anesthesia and have had no toxic
symptoms from its use. It is injected into the
urethra with an Ultzmann syringe and held infrom five to ten minutes. For cutting anterior
strictures some people use fhe alypin made up
with a soluble lubricant, which is injected intothe urethra with a urethral syringe. I can
see no especial advantage to this method.Braun recommends doing perineal section forprostatectomy and for external urethrotomies
under local anesthesia, but most men in this
country prefer ether or spinal anesthesia for
such work.
Novocain is an excellent anesthetic for doing
suprapubic cystotomies, especially in old people,to whom you prefer not to give ether. The
method is very simple. With a ten c.c. syringethe skin, subcutaneous tissues, muscle and pre-
vesical space are infiltrated with a 1% or 2%
solution of novocain and suprarenin. After
waiting the usual length of time for the anes-
thetic to take effect, an incision is made down to
the bladder wall. It is well then to inject alittle 2% novocain into the bladder wall itself.
The bladder can then be opened and drained
without pain, provided you do not make traction
on the bladder wall or press upon it. Traction
and pressure on the bladder wall cause pain,
even after the use of novocaine.
The anesthetic of choice for prostatectomy,cither suprapubic or perineal, especially in feeble
old men is spinal. The solution of choice is
tropococaine.
Spinal anesthesia when properly given shouldproduce satisfactory anesthesia for from three
quarters of an hour to an hour and a half. In
using spinal anesthesia for patients that are putinto the lithotomy position care must be taken
not to put them up into position for fifteen or
twenty minutes, on account of the danger ofproducing too high an anesthesia.
The advantages of spinal anesthesia in these
cases are many. First and foremost stand the
lack of shock due to nerve blocking and the lack
of ill effects on the kidneys.The genito-urinary surgeon more than any
other surgeon has to deal constantly with kid-
neys that are below par. An old man with long
standing prostatic obstruction and constantlyover-distended bladder has kidneys which havebeen weakened and their excreting powers les-
sened by the back pressure. The surgeon has to
conserve the ability which such kidneys haveleft and must seek to improve it as soon as pos-
sible.
Ether does irritate the kidneys and spinal
anesthesia does not. That in itself is reason
enough for its use. In many of these cases it is
of the utmost advantage to push water into them
at the earliest possible moment to the limit in
order to stimulate the kidneys to secrete prop-
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erly. After ether it frequently happens that
there is nausea and vomiting for several hours
and fluid has to be introduced under the pectoral
muscles or else let the patient go for several
hours without enough fluid, thereby invit-
ing the kidneys to shut down and produce
uremia. Using spinal anesthesia, water can be
started at once, even during the operation.There is no doubt that many poor risks are now
saved by using spinal anesthesia who would
have been lost by the use of ether.
The disadvantages of spinal anesthesia are its
toxic elements and the fact that it is sometimes
difficult to use in neurotic highstrung people.The toxic dangers have been pretty well elimi-
nated by the perfection of the drug used. High
strung patients are often helped by injections of
morphine given some time before the operation.
I have not undertaken to describe the method
of giving spinal anesthesia, as it should be done
by a specialist and is not a part of the surgeon's
work.
There are many more genito-urinary opera-tions that can be done under local anesthesia, infact most all such operations can, although inkidney work it is not very satisfactory except
where it is necessary only to open a perinephric
abscess or something of that sort in a patient
who is too sick for ether.
In this paper I have attempted to show espe-
cially what can be done with local anesthesia in
a genito-urinary out-patient clinic.
REPORT OF PROGRESS IN MENTAL
DISEASES.
(Concluded from page 226.)
Part II.
By Henry R. Stedman, M.D., Brookline, Mass.
NERVOUS AND MENTAL DISTURBANCES FOLLOWING
CASTRATION IN WOMEN.
From an analysis of 112 cases Gordon11 con-
cludes that (1) Removal of the reproductive
organs in women causes disturbances in the do-
main of the nervous system. These disturbances
are of a purely functional nature. (2) The dis-
turbances are somatic and psychic. (3) Thepsychic manifestations, while individually they
belong to any of the varieties of psychoneuroses,
nevertheless in their ensemble do not constitute
any of the well-established classical forms of
psychasthenia. (4) True insanities are not ob-
served. (5) The generally observed symptoms
are: restlessness with a tendency to move from
place to place ; difficulty of self-control ; dissatis-
faction with all and everything; difficulty of
finding contentment in one's own efforts; want
of interest in all absorbing subjects and objects ;indifference, indolence and pessimism. Some-
times there are outbreaks of anger with a ten-
dency to attack. Among other symptoms may he
mentioned: insomnia, gastro-intestinal disturb-
ances of a functional nature, headache, vague
pains or paresthesias, also occasionally glyco-
suria; tendency to obesity is also observed in
some patients. (6) While the psychic manifes-
tations are sometimes of a very disturbing
nature, nevertheless they do not present the
characteristics of genuine psychoses For ex-
ample, indifference and want of interest in sur-
roundings lack the depth of those of melan-
cholia or of dementia. Restlessness, which is so
frequently observed here, lacks the characteris-
tic features of exaltation in the motor sphere
observed in cases of mania. As mentioned
above, while individual symptoms of his cases
resembled those of psychoses, the entire picture
of each lacked the depth and definiteness of any
of the forms of insanity. Some of his patients
had to be removed from their surroundings and
isolated, not because they were insane in the
proper sense of the term, but because of incon-
veniences caused by them to others. Besides,
the subsequent histories of the last category of
patients as well as of any other patient of his
entire series proved at no time the existence or
eventual development of true psychoses. On the
other hand, it is striking that the morbid phe-
nomena persist with remarkable obstinacy; at
times they become more accentuated, at others
some improvement is noticeable, but then it is
only temporary. Some of his patients havebeen under observation during a period of ten
years and the condition still persists unaltered.(7) Individuals who presented various manifes-
tations of psychoneuroses before they fell into
the hands of surgeons, had their psychic phe-
nomena decidedly aggravated after the uteri
and ovaries or only the ovaries were removed.(8) As in the removed organs healthy portions
of tissue were invariably found, it is to be sup-
posed that the removal of the latter is in some
relation to the morbid phenomena observed
after the operations. (9) The logical conclu-
sion seems to be that one must be very cautious
in advising operative procedures on the genera-
tive organs and the tendency should be to pre-
serve as mnch as possible of any amount of nor-
mal tissue found in the uterus or ovaries. (10)
No operation should be advised on healthy
organs if a woman complains of vague disturb-
ances.
NERVOUS AND MENTAL AFFECTIONS IN THE FIELD.
Weygant12 says that, contrary to the practice
under other conditions, the aim should be to
hurry the patient away at once, stupefy him
with a narcotic if necessary, and also use force if
unavoidable ; even a strait-jacket may he needed.
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